
PL PHYSICIANS

HIPAA NOTICE OF PRIVACY PRACTICE

Would you like to authorize anyone other than yourself to receive your health information?

If so, who:  _______________________________________________________________

Relationship: _____________________________________________________________

If so, who:  _______________________________________________________________

Relationship:  _____________________________________________________________

If so, who:  _______________________________________________________________

Relationship:  _____________________________________________________________

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE PRIVACY PRACTICES

I have received or been offered a copy of the Notice of Privacy Practices for PL Physicians.

Name of Patient(print): __________________________________________________________

Signature of Patient or Responsible Party:  __________________________________________

Date:  _________________________


